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SUMMARY 

Injuries are a leading cause of death and disability in the Western Pacific Region, killing 
1.2 million people each year.  Major causes are road traffic injuries, falls, drowning and 
interpersonal violence (particularly to women and children).  Deaths are just the tip of the 
iceberg as millions more suffer from non-fatal injuries, many resulting in permanent disability. 

Violence and injuries are preventable.  Approaches to address these issues effectively and 
efforts to introduce a public health response have been hampered by a lack of political 
commitment and limited technical capacity in countries. 

As a follow-up to the first resolution on the prevention of violence and injuries by the 
WHO Regional Committee for the Western Pacific at its sixty-third session in 2012, this 
consultation aimed to facilitate effective dialogue and exchange among multisectoral national 
counterparts on scaling up national action on violence and injury prevention and control. 

The objectives of the consultation were: 

(1) to review the current situation of and national responses to violence and injuries in 
the Western Pacific Region including implementation of the Regional Framework 

for Action on Injury and Violence Prevention 2008–2013; 

(2) to share experiences and lessons learnt and discuss good practices to address 
current barriers and challenges to scaling up multisectoral action for violence and 
injury prevention in the Region; and 

(3) to identify priority actions under a revised regional framework for collaboration 
between WHO and Member States to scale up violence and injury prevention 
control and response in the Region. 

The consultation was attended by 25 participants from ministries of health, transport, 
police and social welfare from Brunei Darussalam, Cambodia, China, the Lao People’s 
Democratic Republic, Malaysia, Mongolia, the Philippines, the Republic of Korea and 
Viet Nam (Annex 1).  Other contributors included temporary advisers from Australia, China 
and the Philippines as well as observers from the Department of Health of Hong Kong (China), 
the Hong Kong Police and the United States Agency for International Development (USAID). 
WHO staff from the Regional Office, Headquarters and the Country Offices of Cambodia, 
China, the Lao People’s Democratic Republic, Mongolia, the Philippines and Viet Nam served 
as members of the Secretariat. 

The proceedings contained technical presentations relevant for building capacity in 
national counterparts as well as discussions and exercises relevant to the strategic development 
of violence and injury prevention in the Western Pacific Region, including a regional situational 
assessment on violence and injury prevention, and a priority-setting exercise and discussion to 
outline the content and objectives of a new regional action plan on violence and injury 
prevention (Annex 2). 

Through the presentations and discussions, participants concluded with the following 
recommendations. 

(1) Participants reflected on the importance of multisectoral representation at the 
consultation, noting that in several instances it was the first time that various 
ministries and jurisdictions had worked together on these multisectoral issues.  The 



 
 

participants’ commitment to working across sectors upon their return home was made 
very clear and should be strongly encouraged and supported.  

(2) Through the participants, Member States were strongly encouraged to submit their 
responses to the regional situational assessment on injury and violence prevention, 
and to participate in the Global Status Reports on Violence Prevention and Road 

Safety, currently being implemented. 

(3) Supportive environments are crucial to effective violence and injury prevention, 
particularly in areas where enforcement is essential to the required behavioural 
change (e.g. road safety).  To that end, and with only one country in the Western 
Pacific Region with comprehensive road safety legislation (Australia), Member States 
were strongly encouraged to review the results of the second Global Status Report on 

Road Safety, launched in 2013, as well as WHO normative guidance on essentials for 
comprehensive road safety legislation to identify opportunities for strengthening the 
coverage applicability and enforceability of road safety legislation.  The need to scale 
up enforcement was recognized by all countries. 

(4) While there are volumes of evidence on the effectiveness of violence and injury 
prevention, what is often lacking is research on translating, adapting, implementing 
and subsequently measuring the effectiveness of these interventions in low- and 
middle-income countries.  All Member States were strongly encouraged to factor 
appropriate evaluations into the design and implementation of interventions with an 
objective of preventing violence and injuries and to share results with the wider 
regional and global community as part of efforts to further develop the science and 
knowledge base of violence and injury prevention. 

(5) When considering the negligible implementation of the Regional Framework for 

Action on Violence and Injury Prevention 2008–2013, participants acknowledged the 
importance of a Regional Committee endorsement for the successful promotion of 
strategies and action plans.   Participants were encouraged to advocate through their 
national mechanisms for the inclusion of a new regional action plan on the agenda of 
the sixty-sixth session of the Regional Committee in 2015. 

(6) Representatives commented on the lack of participation of many high-income 
countries at this consultation such as Australia, Japan and Singapore; (New Zealand 
was invited to the Pacific consultation instead of the Asian consultation), noting the 
missed opportunity for engagement and sharing of lessons by countries with 
ostensibly the greatest experience and some of the lowest injury mortality rates in the 
Region.  Participants requested WHO to follow-up with high-income countries to 
place greater prioritization on participating in future regional consultations relating to 
violence and injury prevention. 

(7) Noting the frequent changes in the designation of national ministry of health focal 
persons, participants acknowledged that the establishment of long-term posts or units 
for violence and injury prevention would benefit capacity development and would 
greatly contribute to more sustained action in violence and injury prevention.  
Simultaneously, a formal mechanism for multisectoral and multidisciplinary 
collaboration across ministries and sectors should be developed (if not already 
existing).
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1. INTRODUCTION 

 

1.1 Background information 

With 1.2 million deaths caused by injuries and violence each year1, it is estimated that one 
person is killed every 30 seconds in the Western Pacific Region.  The causes of death include road 
traffic injuries, self-inflicted injuries, falls, drowning, poisoning, burns and interpersonal violence. 

Road traffic injuries, which led to 337 000 deaths in 2010, are the leading cause of injury 
deaths overall in the Region, the second leading cause for children aged 5–14 years, and the 
leading cause for people aged 15–44 years. 

Falls are the second leading cause of fatal injury overall in the Region.  Reflecting the 
major risk factor of declining strength, 65% of the 142 300 fatal falls in the Western Pacific 
Region in 2008, occurred among those 60 years and over. 

Drowning is the third leading cause of injury death, with around 96 000 attributable deaths 
each year in the Region.  Drowning particularly impacts young people and is the leading cause of 
death among those aged 5–14 years. 

WHO estimates that more than 11 000 women and children are murdered each year.  
Furthermore, with the regional prevalence of intimate partner violence ranging from 15% to 68%, 
it is estimated that more than 16 million women suffer physical or sexual violence at the hands of 
their partners during their lifetimes, highlighting the crucial importance of addressing non-fatal 
injury resulting from intimate partner violence. 

Perhaps much more crucial to the overall burden of injuries is the multitude of non-fatal 
outcomes that can lead to various degrees of disability.  Globally, road traffic crashes are 
estimated to result in more than 50 million non-fatal injuries each year. 

Injuries are not “accidents”.  Accidents are defined as “unexpected occurrences that happen 
by chance”, whereas injury outcomes are characterized by well-established risk factors that may 
be addressed by intervention and prevented. 

It is alarming that despite the preponderance of data indicating the public health importance 
of violence and injuries, action to stop preventable deaths has been limited.  It is possible that 
policy-makers believe that injury prevention is too difficult and that deaths are an inevitable 
consequence of economic development.  It is unsurprising that the majority of injury victims are 
poor, vulnerable and marginalized. 

Despite the fact that one of the greatest concentrations of the global injury burden is in the 
Western Pacific Region, responses to date have not been commensurate with the size of the 
problem.  The first Regional Committee resolution on violence and injury prevention was passed 
in 2012 (WPR/RC63.R3).  

Many countries in the Western Pacific Region face major barriers to scaling up prevention, 
control and response to injuries and violence, including a lack of evidence-based national policies 
and programmes, insufficient political commitment for investing national resources, and a dearth 
of national capacities for implementation.  Support from major donors has been scarce. 

                         
1 Information, Evidence and Research Cluster, WHO Global Burden of Disease; 2004 update, World Health 
Organization, 2008 ed. 
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Research clearly demonstrates that violence and injuries can be prevented.  The health 
sector has a crucial role to play in contributing to, supporting and, in some instances, leading a 
multisectoral response to violence and injury prevention. 

WHO continues to recommend a public health approach to violence and injury prevention.  
Creating epidemiological profiles, identifying risk factors and determining the impact of 
interventions all require quality data systems that efficiently capture injury events. 

At the sixty-third session of the WHO Regional Committee for the Western Pacific, 
Member States passed resolution WPR/RC63.R3, calling for greater action to prevent and respond 
to injuries and violence, particularly road traffic injuries, child injuries and violence against 
women and children.  The World Health Assembly has also prioritized various issues relating to 
violence and injury prevention , including child injury (resolution WHA64.27), road safety 
(WHA57.10) and violence (WHA56.24).  The United Nations General Assembly promulgated 
2011–2020 as a Decade of Action for Road Safety and passed several resolutions on improving 
global road safety (A/66/260 [2012], A/RES/64/255 [2010], A/RES/62/244 [2008], A/60/5 
[2005], A/RES/58/289 [2004]). 

In 2008, following region-wide consultations, the WHO Regional Office for the Western 
Pacific released the Regional Framework for Action on Injury and Violence Prevention 2008–
2013.  While comprehensive in its recommended approach to regional engagement for the 
prevention of violence and injuries, this plan did not make it to the Regional Committee for 
endorsement; hence, resources to support implementation were limited, as was monitoring of 
action taken by Member States.  A midterm review of progress, specified in the action plan, did 
not eventuate.  

In low- and middle-income countries around the world, the already high burden of injuries 
and violence is predicted to increase in the absence of sustained and coordinated action.   

Noting the continued relevance of the issues identified in the regional framework, and 
following up on the resolution endorsed at the sixty-third session of the WHO Regional 
Committee for the Western Pacific, it is proposed to utilize the regional framework (with updates 
and further prioritization) to guide the WHO Regional Office for the Western Pacific's 
engagement with Member States to support national action and objectives in violence and injury 
prevention until 2015.  A comprehensive regional action plan for the period 2016–2020 will be 
developed and submitted for endorsement by the WHO Regional Committee for the Western 
Pacific.  A Technical Consultation on Prevention, Control and Response to Injuries and Violence 
in the Western Pacific Region was held from 28 to 31 October 2013 in Manila, Philippines. 

1.2 Objectives 

 The objectives of the meeting were: 

(1) to review the current situation and national responses to violence and injuries in the 
Region including implementation of the Regional Framework for Action on Injury 

and Violence Prevention 2008–2013; 

(2) to share experiences and lessons learnt and discuss good practices to address current 
barriers and challenges to scaling up multisectoral action for violence and injury 
prevention in the Region; and 

(3) to identify priority actions under a revised regional framework for collaboration 
between WHO and Member States to scale up violence and injury prevention control 
and response in the Region. 
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1.3 Participants 

The consultation was attended by 25 government agency focal points representing health, 
police, transport and social welfare/development in Brunei Darussalam, Cambodia, China, Hong 
Kong (China), the Lao People’s Democratic Republic, Malaysia, Mongolia, the Philippines, the 
Republic of Korea and Viet Nam.  The Secretariat was composed of staff from the WHO 
Regional Office for the Western Pacific (Division of Building Healthy Communities and 
Populations and Division of Health Sector Development), staff from WHO Headquarters 
(Department of Violence and Injury Prevention and Disability and Department of Reproductive 
Health and Research), and focal persons for violence and injury prevention from WHO Country 
Offices in Cambodia, China, the Lao People’s Democratic Republic, Mongolia, the Philippines 
and Viet Nam.  A full list of participants, temporary advisers, resource persons and Secretariat 
members are detailed in Annex 1. 

 
1.4 Organization 

In addition to formal opening and closing sessions, the consultation comprised two days of 
technical sessions on road safety, prevention of violence against women and children, child injury 
prevention and various cross-cutting issues (Annex 2).  Technical sessions included expert 
presentations, group exercises and discussions, and country updates and case studies.  The third 
day was devoted to group discussion and deliberation on priority areas and actions for a new 
regional action plan for violence and injury prevention, outlining key priority areas for Member 
States and the anticipated support required from WHO.  A pre-consultation internal discussion on 
the prevention of violence against women and children contributed to the presentations and 
discussion on the second day. 

1.5 Opening remarks 

Dr Shin Young-soo, WHO Regional Director for the Western Pacific, welcomed the 
participants to the consultation.  He noted that one person is killed from injuries and violence 
every 30 seconds in the Western Pacific Region, and that 1.2 million deaths per year represented a 
major cause of preventable death overall and the leading cause of death for people aged 5–44 
years in the Region (see Annex 3).  

With 90% of fatal injuries occurring in low- and middle-income countries, Dr Shin affirmed 
that the magnitude of violence and injury is predicted to increase unless sustained preventive 
action and coordinated responses are undertaken. 

Dr Shin reminded participants that the enormous burden of non-fatal injuries, many 
resulting in various degrees of disability, is perhaps more crucial to the overall burden of injuries 
and its impact on society.  

Recalling the passage of the first resolution on violence and injuries by the sixty-third  
Regional Committee in 2012, Dr Shin declared that despite the existence of barriers and 
challenges, the Region must do more to prevent and respond to violence and injuries. 

Wishing participants fruitful discussions, Dr Shin declared the consultation officially open. 

Following the opening address, Mr Dante Lantin (Philippines) and Dr Prak Piseth Raingsey 
(Cambodia) were elected as the consultation's Chairperson and Vice-Chairperson, respectively. 
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2. PROCEEDINGS 

2.1 Presentations 

2.1.1 Global overview of violence and injury prevention  

Dr Etienne Krug, Department of Violence and Injury Prevention and Disability, WHO 
Headquarters, set the scene for regional discussions by presenting a global overview of the burden 
of violence and injuries and the implementation of evidence-based preventative action.  With 
5.8 million deaths each year, violence and injuries kill more people than HIV/AIDS, tuberculosis 
and malaria combined, yet despite the magnitude and the preponderance of evidence-based 
interventions, the public health priority of this leading cause of death and disability (particularly 
among those 5–44 years of age) seemingly lags far behind.  While specialization within the field 
of violence and injury prevention is becoming increasingly common, Dr Krug presented on the 
commonalities in an overarching approach to violence and injury prevention, the shared risk and 
protective factors, and the cross-cutting needs for a multisectoral response.  While ministries of 
health have an important role to play in the coordination of the more general discipline of 
violence and injury prevention, they also have roles to play in supporting other government 
counterparts in more specific injury and violence subtypes such as road safety and interpersonal 
violence. Dr Krug concluded with a call for greater action to the global (and regional) challenge 
of injuries and violence. 

2.1.2 Road safety 

Mr Jonathon Passmore, Technical Officer, Violence and Injury Prevention, WHO Regional 
Office for the Western Pacific, opened the session with an overview of the regional burden of 
road traffic injuries, citing the 2010 results of the WHO Global Status Report on Road Safety 

2013 and opportunities for action within Member States.  With more than 337 000 people killed 
on the Region's roads each year, road traffic injuries are the leading cause of injury death and the 
leading cause of death overall for those aged 15–44 years in the Western Pacific Region.  Sixty-
nine per cent of all road traffic deaths in the Region occur among “vulnerable road users”, i.e.  
pedestrians, motorcyclists and cyclists, highlighting that more specific attention needs to be given 
to addressing the needs of this very exposed group.  While all countries reported that enforcement 
could be further strengthened, only one country in the Region (Australia) has comprehensive 
legislation that addresses the five major risk factors for road traffic injury (i.e. speed, motorcycle 
helmets, seatbelts, child restraints and drink–driving).  To meet a major target of the Decade of 
Action for Road Safety 2011–2020, which is 50% of all countries having comprehensive 
legislation on the five key risk factors, the pace of legislative change needs to accelerate in the 
majority of countries in the Western Pacific Region. 

Professor Rod McClure from Monash University Injury Research Institute presented 
evidence for the effective prevention of road traffic injuries.  Using the example of Australia, 
where road traffic injuries peaked in 1970 at 30.4 per 100 000 population, Professor McClure 
outlined some of the major contributions that have saved lives on Australia’s roads, bringing 
down the mortality rate to one of the lowest in the Region (6.1 in 2010).  Professor McClure 
introduced participants to the systems approach to road safety and how it is aligned to the actions 
of the five pillars of the global plan for the Decade of Action for Road Safety 2011–2020.  In 
Australia, road safety professionals frequently use the catchphrase “5-star drivers, in 5-star cars 
on 5-star roads” to illustrate the interconnectedness of road safety action and how simultaneous 
actions across multiple areas is essential to achieving sustainable reductions in road trauma.  With 
many low- and middle-income countries still citing that “bad” or “illegal” behaviour of road users 
is responsible for 90% of road traffic crashes and that the solution is to “better educate” road 
users, Professor McClure reminded participants that interventions to promote safe road users are 
only effective in the context of a systematic approach and when stringently enforced. 
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2.1.3 Care and treatment, injury surveillance and national policies and strategies 

Dr Duan Lei Lei, from the Chinese Centers for Disease Control and Prevention (China 
CDC), opened the session with a presentation on effective injury surveillance and the capture of 
injury events.  Dr Duan shared the experiences of China in establishing hospital-based injury 
surveillance as well as death-cause registry systems, including the use of WHO normative 
guidance such as the injury surveillance guidelines.  China’s hospital-based injury surveillance 
system was established in 2005 and includes 126 hospitals from 43 sites.  In 2012, this system 
captured almost 690 000 cases of hospitalized injury.  

China’s injury surveillance programme has documented more than 835 000 injury deaths in 
China each year (2010), making it the fifth leading cause of death overall.  Individual injury 
subtypes are also strongly represented, particularly in the young and economically active age 
groups.  Road traffic injuries are the leading cause of death in people aged 15–44 years as well as 
the second leading cause in children aged 5–14.  Drowning is the leading cause of death in 
children aged 5–14 years, the third leading cause in people aged 15–29 years, and the fifth leading 

cause in children aged 0–4 years.  In all, various types of injuries and violence account for 
five of the top 10 leading causes of death in the two crucial age categories, 5–14 and 15–29 
years.  It takes quality and comprehensive surveillance data to highlight and communicate to 
national leaders that future generations in China are being enormously impacted by preventable 
injuries and violence. 

Professor McClure presented on the care and treatment of people with injuries. With such a 
large number of injuries occurring, the rationale for and benefits of effective care and treatment 
are obvious including reductions in deaths, reductions in disability and decreases in the costs of 
ongoing care. 

A systematic approach to care for people with injuries ensures that the right patient gets to 
the right place for the right care at the right time.  The trauma system, for example, comprises the 
full spectrum of services, from injury prevention to pre-hospital care to acute care facilities and 
post-hospital care.  The objective for low- and middle-income countries should be the seamless 
integration of these services into the overall health system, which requires leadership, a trained 
and competent workforce and adequate equipment and resources.  The complexity of this 
challenge comes when considering the scale of the required services from the individual right 
through to disaster preparedness and response. 

Professor Joan Ozanne-Smith from the Victorian Institute for Forensic Medicine presented 
on the strategic policies and plans for violence and injury prevention.  Citing the normative 
guidance from WHO’s Developing Policies to Prevent Injuries and Violence: Guidelines for 

Policy-makers and Planners, Professor Ozanne-Smith outlined the importance of documenting 
national visions for preventing violence and injury as a means for establishing prioritization and 
generating support for mechanisms to achieve such reductions.  

With more countries now developing strategies and plans for priority injury subtypes (e.g. a 
road safety strategy or a plan to prevent violence against women), overarching and coordinating 
strategies for the prevention of violence and injury are becoming rare.  Viet Nam implemented a 
comprehensive strategy between 2001 and 2010, but it was not renewed, and New Zealand has 
been implementing a national injury prevention strategy since 2003. 

Professor Ozanne-Smith outlined and described the key required elements of a national 
strategy, including the purpose, target audience, problem definition, benefits for prevention, an 
inspirational vision statement, goals and targets, strategic principles, priority topics, cross-cutting 
themes, mutlisectoral engagement, leadership and governance, evaluation and review. Securing 
the human and financial resources required to implement such a strategy should be seen as a 
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crucial part of the development process rather than an unknown element for resolution after a 
strategy has been developed. 

The development of national strategies and action plans allows for coordinated investment 
in prevention.  Professor Ozanne-Smith concluded with an example from Australia that the 
investment in injury prevention between 1960 and 1999 was estimated to return health benefits to 
the value of over AU$ 680 billion. 

2.1.4 Violence against women and children 

Dr Alex Butchart, Coordinator for Violence Prevention at WHO Headquarters in Geneva, 
presented an overview of the prevention of violence against women and children. WHO’s 
milestone publication – World Report on Violence and Health (2002) – defined the typology of 
violence, categorizing violence as self-inflicted, interpersonal and collective violence.  
Interpersonal and collective violence were further classified by their nature as physical, sexual or 
psychological violence and deprivation.  Violence against women and child maltreatment are 
forms of interpersonal violence that are predominately inflicted at the hands of family members or 
intimate partners or other members of the community. 

With reference to the multitude of outcomes associated with violence, Dr Butchart 
highlighted that violence is, therefore, both a disease outcome and a major risk factor for 
additional serious health problems such as physical injury, disability, mental conditions, 
attempted suicide, HIV and other sexually transmitted infections, and substance abuse (tobacco, 
alcohol, drugs).  

Research has estimated the prevalence of various forms of child maltreatment in Asia: 16.7% 
for physical abuse, 41.6% for emotional abuse, 11.1% for female sexual abuse, and 4.1% for male 
sexual abuse.  For intimate partner violence, prevalence in the Western Pacific Region is 
estimated to be 24.6%, but it ranges from 15% to 68% by country.  New research from Partners 
for Prevention estimates the proportion of men perpetrating violence against women between 33% 
and 80% (20–62% for sexual violence) in select regional countries.  Despite admission of the 
perpetration of sexual violence, 33–72% of offenders in the Region also acknowledged no legal 
consequences to their actions. 

Child maltreatment and intimate partner violence share common risk factors (e.g. substance 
abuse, parental loss, crime, mental illness, social isolation, household poverty, norms condoning 
violence, access to weapons and inequalities) and consequences (e.g. injury, high-risk behaviours, 
mental health problems, victimization and perpetration of violence and noncommunicable 
diseases).  Therefore, there is a strong rationale for addressing both forms of violence 
simultaneously under the banner of prevention of family violence.  There are numerous examples 
of effective prevention strategies common to both child maltreatment and intimate partner 
violence, including parenting support, life skills training, reducing access to alcohol, reducing 
access to means of violence, and reducing poverty and inequalities. 

In his next presentation, Dr Butchart introduced participants to evidence supporting the 
preventability of violence against women, citing the WHO normative publication, Preventing 

Intimate Partner and Sexual Violence: Taking Action and Generating Evidence. 

Central to the effective prevention of violence against women is national legislation, 
policies and practices that recognize the equality and rights of women.  The current research base 
is very limited when it comes to programme examples of effective primary prevention of intimate 
partner and sexual violence, particularly from low- and middle-income countries. Interventions 
that identify and support victims of child maltreatment, with the objective of breaking the cycle of 
violence and preventing them from becoming offenders later in life, have shown promising 
results.  Similarly with children and young adolescents, school-based programmes that enable 



- 7 - 

 

children to recognize and avoid potentially abusive situations have demonstrated some 
effectiveness in preventing sexual violence.  Other school-based programmes designed to prevent 
dating violence have demonstrated the most effectiveness at preventing intimate partner violence.  
Other programmes to show effectiveness include empowerment programmes that address gender 
inequality, programmes that aim to reduce access to and harmful use of alcohol and programmes 
that address negative gender norms.  Programmes that promote confrontation and self-defence in 
the face of sexual violence have been shown to be ineffective and potentially even more harmful. 

Dr Bernadette Madrid, Director of the Child Protection Unit of the University of the 
Philippines, presented on adverse childhood experiences (ACE), their impact on child 
development and consequences later in life, and the prevention of child maltreatment.  Citing the 
example of an ACE study from Metro Manila (Philippines), victims of childhood sexual abuse 
were 12 times more likely to engage in early sex, nine times more likely to have early pregnancy 

and five times more likely to commit suicide.  The study concluded that many chronic 
conditions in adulthood are determined decades earlier by experiences in childhood. Dr Madrid 
presented recent evidence of the impact of investing in prevention on rates of sexual abuse and 
physical maltreatment, with rates declining by 55% and 58% respectively between 1990 and 
2008.  These declines are thought to have resulted from a variety of developments including 
changes in norms in parenting practices, economic prosperity, school-based programmes, 
treatment for Attention deficit hyperactivity disorder (ADHD), depression and other mental health 
interventions, and increased number of child protection workers and trained/sensitized police.  As 
for other forms of violence, the ecological model best describes the cumulative impact of risk 
factors at the societal, community, relationship and individual levels, including weak child 
protection legislation, economic stress, availability of alcohol and drugs, violence in the home, 
large family size, resident non-biological parent, young and/or single parents, mental health and 
substance abuse. 

Introducing the contents and key messages of WHO’s 2013 publication, Responding to 

Intimate Partner Violence and Sexual Violence against Women: Clinical and Policy 

Recommendations, Dr Avni Amin presented on the role of the health sector in responding to 
women as victims of violence.  The guidelines not only highlight the mental, sexual, reproductive 
and physical health impacts of intimate partner violence, providing a rationale for why it should 
be an issue of concern for the health sector, but also outline opportunities for health professionals 
to identify and treat victims of violence.  The guidelines provide evidence-based guidance for 
clinicians on how to respond to intimate partner and sexual violence, for policy-makers on how to 
deliver training and to choose effective models of health care provision, and for educators on how 
to design medical, nursing and public health curricula that integrates training on intimate partner 
and sexual violence. 

2.1.5 Unintentional child injury prevention 

Professor Joan Ozanne Smith presented an overview of child injury in the Western Pacific 
Region.  She opened by quoting the preamble of the World Report on Child Injury Prevention by 
the Director-General of WHO and the Executive Director of UNICEF: “Once children reach the 
age of five years, unintentional injuries are the biggest threat to their survival.”  Globally, 900 000 
children die from injuries each year, with more than 18% of these deaths occurring in the Western 
Pacific Region.  Tens of millions more children require hospitalization as a result of non-fatal 
injuries.  In the Western Pacific Region, drowning and road traffic injuries are the first and second 
leading causes of death, respectively, for children aged 5–14 years.  Road traffic injuries and 
drowning account for more than 50% of all child injury fatalities, and while 95% of child injury 
deaths occur in low- and middle-income countries, injuries also account for 40% of all children 
killed in high-income countries as well. 

In her following  presentation, Professor Ozanne-Smith set the scene for effective child 
injury prevention by citing Sweden’s estimated 83% reduction in injury mortality of children 
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under 15 years of age between 1953 and 1986.  She then reminded participants of the 
recommendations put forth in WHO’s World Report on Child Injury Prevention:  (1) to integrate 
child injury into a comprehensive approach to child health and development; (2) to develop and 
implement a child injury prevention policy and plan; (3) to implement specific actions to prevent 
and control child injuries; (4) to strengthen health systems to address child injuries; (5) to enhance 
the quality and quantity of data for child injury prevention; (6) to define priorities for and support 
research on the causes, consequences and costs of child injury; and (7) to raise awareness and 
target investments for child injury prevention. 

Noting the prevalent issues for child injury in the Western Pacific Region,  
Professor Ozanne-Smith outlined several major opportunities for prevention, including drowning 
prevention (e.g. survival swimming and personal floatation devices), pedestrian protection, seat 
belts and child restraints, safe sleeping practices, product safety standards, safety products (e.g. 
helmets, smoke alarms) and rural child care. 

2.2 Country reports 

All participating countries were asked to present updates on the national situation and 
progress made towards the prevention of one or more injury subtypes, as requested.  Summaries 
of the presentations are provided below, and printouts of the PowerPoint slides were provided to 
participants as part of the consultation documents. 
 
2.2.1 Brunei Darussalam - Violence prevention 

Of the 400 000 people living in Brunei Darussalam, 33% are children.  Hospital records 
indicate 534 cases of child maltreatment between 2004 and 2013, but due to the mechanism of 
collection, it is likely to be an underestimation of the true burden.  Official data from the Royal 
Brunei Police between 2009 and 2012 include 233 reports of intimate partner and sexual violence 
against women and children. 

Brunei Darussalam has promulgated and implemented a range of sharia and non-Muslim 
legislation to protect women, children and other vulnerable population groups from violence, 
including the Islamic Domestic Violence Act, Married Women’s Act, Children and Young 
Persons Act (CYPA), the Women and Girls Protection Act and the Unlawful Carnal Knowledge 
Act.  Brunei Darussalam has also ratified the United Nations Convention on the Rights of the 
Child as well as the Convention on the Elimination on All Forms of Discrimination against 
Women and is a member of the Association for Southeast Asian Nations (ASEAN) Commission 
for the Protection of the Rights of Women and Children.  The health sector is currently 
developing policies and plans for greater prevention and response to violence against women as 
well as scaling up intersectoral coordination and collaboration. 

2.2.2 Cambodia - Drowning  

According to the Cambodian Accident and Injury Survey, more than 4000 children died 
from injury in 2006.  Of these child injury deaths, 55% were from drowning, meaning that around 
eight children drown each day in Cambodia.  Major risk factors for child drowning include 
unfenced ponds, open wells and uncovered water containers.  Flooding and natural water bodies 
surrounding remote areas increase exposure to and risk of drowning, particularly in young 
children.  Reflecting the distribution of these risk factors, 84% of child drowning deaths were in 
rural areas.  Other leading causes of childhood injury mortality include road traffic injuries, 
poisonings, falls burns and animal bites. 

In response, the Royal Cambodian Government promulgated a national policy of injury and 
violence prevention and control that included a community-based initiative for the prevention of 
drowning.  The programme was implemented in Kampong Chhnang Province between 2009 and 
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2010 and Kampong Tralach in 2012 and focused on the evidence-based recommendations of 
WHO, including removing hazards, creating barriers, protecting those at risk and increasing 
availability of safe drinking-water.  
 
2.2.3 Cambodia - Violence prevention 

The 2000 Cambodian Demographic Health Survey (DHS) estimated 15.2% of ever- 
married women had experienced physical violence at the hands of their husbands or partners. 

National legislation to protect women and children from violence include the Constitution 
(1993), the Law on prevention of domestic violence and protection of victims (2005), the Law on 
suppression of human trafficking and sexual exploitation, and the 2009 Penal Code.  A National 
Action Plan for the Prevention of Violence Against Women was implemented between 2009 and 
2012, and a National Action Plan for the Suppression of Human Trafficking and Sexual 
Exploitation was carried out between 2011 and 2013. 

 
Understanding that effective violence prevention requires multisectoral collaboration and 

coordination mechanisms, Cambodia established a Technical Working Group on Gender and a 
Gender-Based Violence Working Group, both of which are coordinated by the Ministry of 
Women’s Affairs. 

 
Primary prevention approaches to date have included campaigns to engage men and boys in 

appropriate behaviour as well as the development and implementation of youth toolkits.  An 
effective case referral system has been developed to avail victims of required medical and legal 
services.  A follow-up DHS survey in 2005 found prevalence of physical violence had been 
reduced to 12.8 %. 
 

2.2.4 China, including Hong Kong (China) - Road safety 

Road traffic injuries are the leading cause of injury death in China.  Recognizing the impact 
of injuries on premature mortality in China, one of the objectives of the 12th Five-Year Plan 
(2011–2015) was to increase life expectancy by one year.  

In China, road safety comes under the jurisdiction of the Ministry of Public Security; 
however, within the health sector, road safety is commonly addressed from the perspective of the 
Healthy Cities and Provinces initiative, where local government leadership, multisectoral 
collaboration and evidence-based approaches to community intervention has been mobilized.  

China is currently one of 10 countries implementing the Bloomberg Philanthropies Global 
Road Safety Programme.  The programme is being implemented in three cities covering a 
population of more than 23 million people.  The objective for China is to reduce death and 
disability resulting from drink–driving and speeding by developing and evaluating model road 
safety programmes that can be further developed and scaled up to additional cities in the future.  
Providing further support to the prevention of alcohol-related road traffic crashes, drink–driving 
(blood alcohol concentration [BAC] of 0.08 g/dl) was made a criminal offense in May 2011, 
punishable by up to six months of penal detention.  Associated with the passage and strict 
enforcement of this legislation, drink–driving offences in 2012 were almost 60% lower than in 
2009. 

In Hong Kong (China), about 120 people were killed on roads in 2012, the second lowest 
level since recording began in 1955. Of those killed, 59% were pedestrians, and of those 
pedestrians, 67% were over 60 years old. 

Organization for road safety is under the direction of the Hong Kong Road Safety Council, 
which is chaired by the Hong Kong Police.  Other sectors represented include Transport, Housing, 
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Education, Highways, Home Affairs and Information Services as well as nongovernmental 
representatives including the road safety and automobile associations and the Hong Kong Medical 
Association.  The small land area, high density and rapidly ageing population present major 
challenges to effective road safety in Hong Kong (China). 

Current road safety priorities for Hong Kong (China) are focusing on vulnerable road users, 
particularly elderly pedestrians and cyclists.  Through a three-pronged approach of publicity, 
education and enforcement, elderly pedestrian fatalities decreased from 60 in 2008 to 47 in 2012 
and cycling fatalities decrease from 19 in 2011 to 9 in 2012. 

2.2.5 Lao People’s Democratic Republic - Road safety 

The Lao People’s Democratic Republic has recently passed a new road safety law.  Details 
of the coverage of new legislation in relation to the major road safety risk factors were presented.  
Motorcycle helmets are now required for all riders and passengers, and legal BAC levels have 
been reduced from 0.08g/dl to 0.05 g/dl for drivers and 0.03g/dl for motorcyclists, in line with 
WHO recommendations. 

2.2.6 Malaysia - Road safety 

Malaysia has one of the highest rates of road traffic injury in the Western Pacific Region.  
Between 1997 and 2012, motorization increased from 8.5 million to more than 22.6 million 
vehicles, and more than 100 000 people have died on Malaysia’s roads.  The greatest burden is 
felt among those aged 16–25 years, and 61% of all road traffic deaths in 2011 were in motorcycle 
riders and passengers. 

 
In response, Malaysia has developed a national action plan for implementation over the 

course of the United Nations Decade of Action for Road Safety 2011–2020 and based on the five 
pillars of the global plan.  Pillar 1 focuses on traffic laws and regulations, road accident data, road 
transport data, coordinating implementation of the ISO (International Organization for 
Standardization) 39001 road safety standard and building workforce capacity.  Pillar 2 focuses on 
road infrastructure including best practice road engineering enhancements, road safety audits 
(including certification and training) and the International Road Assessment Programme.  
Priorities for Pillar 3 include regulations for vehicle standards and inspections, and participation 
in the WP29 working group of the United Nations Economic Commission for Europe on 
Harmonization of Vehicle Regulations.  Malaysia is also a leading nation in the ASEAN New Car 
Assessment Programme, crash-testing popular vehicle models manufactured in ASEAN countries 
and providing independent consumer advice on vehicle safety.  Pillar 4 focuses on driver training 
and testing, traffic police enforcement, school-based road safety programmes, as well as 
community-based campaigns and social marketing.  Pillar 5 prioritizes the establishment of a 
national pre-hospital care system, including a trauma care data system, and research and 
development into improving post-crash response. 
 

2.2.7 Mongolia - Child injury  

Seventy per cent of hospitalized burn cases are children under the age of 16.  Burns are also 

the leading cause of child injury death in Mongolia, with 15 deaths for every 100 000 children 
aged 1–4 years old.  The lack of demarcation in traditional homes in Mongolia has placed 
children at greater risk of burn injury due to direct exposure to cooking and heating appliances 
and facilities.  The main causes of child burn injury among children aged 0–5 years are electric 
cables and wires, hot pots, open fire or hot stove, hot food and drinks, hot tap water, hot kitchen 
utensils, heater and hot iron. Intervention pilot projects were implemented in the selected sites 
with the technical and financial support from WHO and UNICEF.  The results of the interventions 
showed that low-cost, locally produced barriers are effective to prevent child burn injury from 
open-fire stoves in traditional, one-room houses in rural and suburban Mongolia. 
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2.2.8 Mongolia - Violence prevention 

Mongolia has responded to gender-based violence by establishing one-stop service centres 
at health facilities in Ulaanbaatar. Centres were established at the National Trauma Center, 
National Forensic Hospital and one district hospital in Ulaanbaatar in 2009 with the support of 
Ministry of Health, WHO and other partners.  The centres provide integrated and coordinated 
services, supported by a trained team of professionals in the areas of health, social welfare and 
forensics as well as police and "khoroo", the lowest administrative unit of local government.  The 
centres provide victims of violence with comprehensive medical services, treatment, rehabilitation 
and other forms of support including psychosocial support.  Victims who need emergency care 
are managed by the Emergency Department of the National Trauma Center, which operates on a 
24-hour basis.  The centres cater to all age groups and to victims of all types of violence including 
child abuse and sexual assault.  The centres also provide legal assistance to victims.  The centres 
have frequent consultations with stakeholders.  Data and experience are used to train professionals 
from various sectors in the management and prevention of violence.  Reflective of the limited 
coverage of this service, planning is under way to scale up availability of one-stop service centres 
in more remote regions of Mongolia. 

 
2.2.9 Philippines - Child injury 

The 2003 Philippines National Injury Survey estimated child injury mortality at 58.9 deaths 
per 100 000 children aged 0–17 years, with drowning as the leading cause of injury death (9.8 per 
100 000).  Of all drowning deaths in 2012, 67% were among children.  More than 97% of all 
drownings in the Philippines occur in natural water bodies (rivers, beach, lakes, etc.).  Reflective 
of the Philippines status as a major Asian tourist destination, foreign nationals make up more than 
10% of all drowning deaths, the largest proportion of which come from the Republic of Korea 
(47%). 

Associated with the high burden of drowning injury, the Philippine Government has 
promulgated the National Policy and Strategic Framework on Child Injury Prevention  
2006–2016.  The Philippine Drowning Prevention Council was created in 2010 and is currently 
overseeing the implementation of the Philippine Drowning Prevention Plan, which calls for a 50% 
reduction in drowning incidents (fatal and non-fatal) between 2010 and 2015.  Mechanisms for 
achieving this target include strengthening water safety supervision for beach and river goers, 
promoting strong child supervision by parents, implementing International Life Saving Federation 
standards for lifeguarding water activities, implementing a drowning-prevention awareness 
programme targeted to specific tourists (in their local languages), developing risk-reduction 
leadership within tourist communities and fostering tripartite collaboration among resort owners, 
lifesaving societies and local communities. 

Other community-based measures, consistent with WHO recommendations, include 
offering first aid and resuscitation training, covering wells and erecting barriers to natural water 
bodies and encouraging the use of playpens and other home barriers to contain young children. 

2.2.10 Philippines - Violence prevention 

The 2008 DHS found that 20% of women aged 15 years and older had experienced physical 
violence, 10% had experienced sexual violence, and 23% had experienced emotional and 
economic violence.  Data from the Philippines National Police revealed that more than 11 000 
cases of violence against women and children were reported in 2012.  Reporting of violence 
against women and children is mandatory under the Department of Health Unified Registry 
System for all cases who present to hospitals or other health services. 

To coordinate intersectoral action for the prevention of violence against women and 
children, an inter-agency council has been established with participation from 12 government 
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agencies including the Departments of Health, Justice, Education, Labor and Employment, the 
National Bureau of Investigation, the Philippines National Police and the Council for the Welfare 
of Children, under the coordination of the Department of Social Welfare and Development. 

The Philippines has legislation prohibiting violence against women and children, laws 
against sexual violence, and laws against the maltreatment of children.  National action plans for 
the prevention of interpersonal violence, armed violence, violence related to human trafficking, 
child maltreatment, youth violence and intimate partner violence are also currently being 
implemented.  Currently, the Philippines is revising legislation to raise the age of statutory rate 
from 12 to 15 years and to criminalize rape in marriage. 

2.2.11 Republic of Korea - Road safety 

Deaths caused by road traffic injury decreased 34% between 2002 and 2011 in the Republic 
of Korea; however, with 12.6 road-traffic-related deaths per 100 000 population, it is still the 
worst performer of the high-income countries in the Western Pacific Region. 

In 2012, there were 5329 deaths on the Republic of Korea’s roads, making road traffic 
injury the ninth leading cause of death.  A further 344 565 non-fatal injuries were reported in 
2012 by the National Police.  Almost 38% of all persons killed on the roads in 2012 were 
pedestrians, down from 50% in 1990.  Despite comprehensive legislation for seatbelts in the 
Republic Korea, the percentage of drivers wearing seatbelts has dropped from 86.8% in 2008 to 
68.5%.  In 2012, 38% of those drivers killed in road traffic crashes were not wearing seatbelts.  In 
the same year, less than 40% of children are travelling in child restraints as required by 
legislation. 

In response to the high rate of road traffic mortality, in 2011, the Ministry of Land, 
Infrastructure and Transport introduced the 7th National Traffic Safety Master Plan, with the 
objective of reducing road traffic deaths by 40% and lifting the Republic of Korea into the list of 
top 10 countries with the lowest road traffic mortality rates by 2016.  The Ministry of Health has 
announced similar objectives in their Health 2020 plan, including, to reduce road traffic mortality 
to seven per 100 000 population.  

2.2.12 Viet Nam - Child injury 

Injury is a leading cause of death of children in Viet Nam.  The Ministry of Health reported 
that 7598 children and youth (0–19 years old) died because of injury in 2011, making it the third 
leading cause of death in those aged 0–4 years and the leading cause for those aged 5–19 years.  
Drowning accounts for 46% of fatal child injuries; an average of 10 children drown each day in 
Viet Nam.  Around 355 children are non-fatally injured each day, adding a substantial burden to 
national health services. 

There are several strategic tools, both ministerial and multisectoral, for the prevention of 
child injury in Viet Nam.  Nine ministers are currently implementing the National Action Plan on 
Child Care in 2012–2020, which includes the prevention of child injury as an objective, and the 
National Plan on Drowning Prevention (2012).  A three-year National Programme on Child Injury 
Prevention has been submitted to the Government for approval. 

Major challenges for effective child injury prevention include difficulties in capturing 
details of child drowning events at the grassroots level; low public awareness of home, school and 
environmental risks for child injuries; a lack of legislation and enforcement for child safety; 
limited capacities of health sector staff; and a lack of opportunities for children to learn survival 
swimming skills. 
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2.3 Group discussions 
 
2.3.1 Country group exercise and discussion on the situational assessment for violence and 
injury prevention in the Western Pacific Region 

Participants worked in their country groups for this exercise.  The Responsible Officer 
introduced participants to the situation assessment questionnaire that had been developed by the 
WHO Regional Office for the Western Pacific with the assistance of Professor Ozanne-Smith.  
Designed to supplement the information already available or currently being collected through the 
various status reports for road safety and violence prevention, the purpose of this questionnaire is 
to gain greater understanding of the situation, coordination efforts, legislation and national 
response mechanisms for various injury and violence subtypes.  The final section requests 
countries to identify areas where they anticipate needing WHO technical or other support in 
2014–2015.  Participants were not expected to complete this activity during the consultation, but 
rather complete it with a wider group of relevant stakeholders and sectors for violence and injury 
prevention in their countries and submit once completed.  A submission date of 1 December 2013 
was set, but to date, submissions from many regional countries remain outstanding.  Follow-up is 
ongoing for all countries that have not yet submitted the completed questionnaire.  The responses 
to this situational analysis will be used to set priorities and to respond to requests for specific 
technical support, based on each country’s needs. 
 
2.3.2 Group discussion on priorities and areas of work for a new regional action plan for 
violence and injury prevention in the Western Pacific Region 

The final group work activity was one of the most important to the overall programme of 
the consultation.  Following an overview by the Responsible Officer of the current status of the 
regional action plan for violence and injury prevention in the Western Pacific Region, participants 
were asked to join one of four groups – road safety, violence, child injuries or cross-cutting issues 
– to discuss several key questions relating to the development and content of a new regional 
action plan.  Each group was facilitated by a member of the Secretariat or aTemporary Adviser. 

 
Each group was asked to answer the following questions from the perspective of their 

injury subtype: 

(1) What are the major prevalent behavioural and environmental risk factors? 
(2) Who are the priority target groups for intervention (e.g. vulnerable road users, school-

age children, young married women, elders)? 
(3) For each of these target groups, what are the priority actions for your country to move 

forward within the next two to five years? 
(4) How will those actions be supported and implemented (e.g. national strategy, action 

plan, new legislation)? 
(5) What technical support is anticipated to be required/requested/desired from WHO? 
(6) Considering the current range of publications on violence and injury prevention 

published by WHO, are there any areas where you think new WHO technical or 
normative guidance is required? 

Detailed responses from each group are outlined in Annex 4. 
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3. CONCLUSIONS 

3.1 General 

Injuries and violence are leading causes of death and disability both globally and in the 
Western Pacific Region.  Of the 5.8 million injury deaths in 2008, more than 23% were in the 
Western Pacific Region.  In the Region, road traffic injuries are the leading cause of death in 
people aged 15–44 years and drowning is the leading cause of death in children aged 5–14 years, 
and as such, they require a response proportional to the impact.  

While injuries and violence are a major public health issue in the Western Pacific Region 
and the evidence for effective prevention abounds, implementation of such approaches is still 
relatively new and unexplored.  Injuries are not “accidents” as their outcomes are characterized by 
well-established risk factors that are amenable to prevention.  Opportunities for action are 
widespread in all countries in the Region, particularly low- and middle-income countries.  Major 
challenges, including a lack of technical capacity, human and financial resources, and political 
commitment, will still hamper the scale-up of violence and injury prevention in the Region.  

Despite the challenges, Member States in the Western Pacific Region have made substantial 
progress in many areas of violence and injury prevention in recent years.  The promulgation of the 
United Nations Decade of Action for Road Safety in 2010 has resulted in the development of 
national programmes and legislation that will be implemented by many countries in the Region by 
2020.  New programmes for the prevention of drowning, consistent with WHO evidence-based 
recommendations, are being piloted in Cambodia, Malaysia, the Philippines and Viet Nam, and it 
is hoped that they will become national approaches.  Primary prevention of violence remains 
limited; however, response mechanisms (justice, health, etc.), particularly those for child 
maltreatment as well as intimate partner and sexual violence, continue to be developed.  Social 
advocacy for gender equality, as evidenced by reductions in violence against women, is also 
supported in many countries with evidence garnered from demographic or standalone population-
based surveys.  

The first Regional Committee resolution on the prevention of violence and injury in 2012 
has symbolized a greater prioritization of violence and injury prevention in the Western Pacific 
Region.  It is hoped that this momentum can be maintained into the future, leading to the 
development, endorsement and resourcing of a regional action plan for the period.2016-2020. 

3.2 Recommendations 

Through the presentations and discussions, participants made the following 
recommendations: 

(1) Participants reflected on the importance of multisectoral representation at the 
consultation, noting that in several instances it was the first time that various 
ministries and jurisdictions had worked together on these multisectoral issues.  The 
participants’ commitment to working across sectors upon their return home was made 
very clear and should be strongly encouraged and supported. 

(2) Through the participants, Member States were strongly encouraged to submit their 
responses to the regional situational assessment on violence and injury prevention, 
and to participate in the Global Status Reports on Violence Prevention and Road 
Safety, currently being implemented. 

(3) Supportive environments are crucial to effective violence and injury prevention, 
particular in areas were enforcement is essential to the required behavioural change 
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(e.g. road safety).  To that end and with only one country in the Western Pacific 
Region with comprehensive road safety legislation (Australia), Member States were 
strongly encouraged to review the results of the second Global Status Report on Road 

Safety, launched in 2013, as well as WHO normative guidance on essentials for 
comprehensive road safety legislation to identify opportunities for strengthening the 
coverage applicability and enforceability of road safety legislation.  The need to scale 
up enforcement was recognized by all countries. 

(4) While there are volumes of evidence on the effectiveness of violence and injury 
prevention, what is often lacking is research on translating, adapting, implementing 
and subsequently measuring the effectiveness of these interventions in low- and 
middle-income countries.  All Member States were strongly encouraged to factor 
appropriate evaluations into the design and implementation of all interventions with 
an objective of preventing violence and injuries and to share results with the wider 
regional and global community as part of efforts to further develop the science and 
knowledge base of violence and injury prevention. 

(5) When considering the negligible implementation of the Regional Framework for 

Action on Violence and Injury Prevention, participants acknowledged the importance 
of a Regional Committee endorsement for the successful promotion of strategies and 
action plans.  Participants were encouraged to advocate through their national 
mechanisms for the inclusion of a new regional action plan on the agenda of the 
sixty-sixth session of the Regional Committee in 2015. 

(6) Representatives commented on the lack of participation of many high-income 
countries at this consultation (Australia, Japan and Singapore) (New Zealand was 
invited to the Pacific consultation instead of the Asian consultation), noting the 
missed opportunity for engagement and sharing of lessons by countries with 
ostensibly the greatest experience and some of the lowest injury mortality rates in the 
Region.  Participants requested WHO to follow-up with high-income countries to 
place greater prioritization on participating in future regional consultations relating to 
violence and injury prevention. 

(7) Noting the frequent changes in the designation of national ministry of health focal 
persons, participants acknowledged that the establishment of long-term posts or units 
for violence and injury prevention would benefit their capacity development and 
would greatly contribute to more sustained action in violence and injury prevention.  
Simultaneously, a formal mechanism for multisectoral and multidisciplinary 
collaboration across ministries and sectors should be developed (if not already 
existing). 
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ANNEX 2 
 

 

PROGRAMME OF ACTIVITIES 

 

Day 1: 

Monday, 28 October 2013 -- Pre consultation on violence against women and children 

 

08:30 – 8:40  Welcome and objectives - Dr Susan Mercado – Director, DHP/WPRO 

08:40 – 08:45  Self-introduction of participants 

08:45 – 09:05  Overview of prevention of violence - Dr Alex Butchart – Coordinator, VIP/HQ 

09:05 – 09:25 Prevalence of violence against women and children in the Western Pacific Region 

- Mr Jonathon Passmore – Technical Officer, VIP/WPRO 

09:25 – 10:30 Open Forum 

10:30 – 10:45 BREAK 

10:45 – 11:15 Effective interventions for preventing violence against women 

Dr Alex Butchart – Coordinator, VIP/HQ 

11:15 – 11.45 Effective interventions for preventing child maltreatment 

Dr Bernadette Madrid, Temporary Adviser 

11:45 – 12.15 Responding to intimate partner violence and sexual violence against women 

Dr Avni Amin – Technical Officer, RHR/HQ 

12:15 – 12:30 Open Forum 

12:30 – 13:30 LUNCH 

13:30 – 14:00 Inter-linkages to preventing violence against women and children 

Dr Avni Amin – Technical Officer, RHR/HQ 

14:00 – 15:30 Open Forum: Opportunities for coordinated action in low- and middle-income 

countries 

15:30 – 15:45 BREAK 

15:45 – 16:00 Overview of WHO HQ efforts to scale up work on violence against women and 

children - Dr Alex Butchart – Coordinator, VIP/HQ and Dr Avni Amin – 

Technical Officer, RHR/HQ 

16:00 – 16:45 Final comments and questions  

16:45 – 16:55 Consolidation and conclusions 

Mr Jonathon Passmore – Technical Officer, VIP/WPRO 

Dr Alex Butchart – Coordinator, VIP/HQ 

16:55 – 17:00 Next steps & Close 

 



 

Day 2: 

Tuesday, 29 October 2013 -- Prevention, Control and Response to Injuries and Violence in the Western 

Pacific Region 

08:00 – 08:30 Registration 

08:30 – 08:40  Welcome and introduction - Mr Jonathon Passmore – Technical Officer,   

   VIP/WPRO 

08:40 – 08:50  Opening remarks - Dr Shin Young-soo, Regional Director 

08:50 – 09:00  Introduction of participants 

09:00 – 09:10   Election of Chairpersons - Mr Jonathon Passmore – Technical Officer,   

   VIP/WPRO 

09:10 – 09:20  Administrative announcements / Group photo session 

09:20 – 09:45  BREAK 

09:45 – 09:50 Objectives of the consultation - Mr Jonathon Passmore – Technical Officer, 

VIP/WPRO 

09:50 – 10:35 Setting the scene – global burden of violence and injuries 

Dr Etienne Krug – Director, VIP/HQ 

10:35 – 11:00 Overview of road traffic injury prevention in the Western Pacific Region 

Mr Jonathon Passmore – Technical Officer, VIP/WPRO 

11:00 – 11:30 Effective interventions for preventing road traffic injuries in low- and middle-

income countries - Professor Rod McClure, Temporary Adviser 

11:30 – 12:30 Panel discussion, The Bloomberg Global Road Safety Program in the Western 

Pacific Region – Dr He Jinglin, WHO/China; Dr Sao Sovanratnak, 

WHO/Cambodia; and Mr Nguyen Phuong Nam, WHO/Viet Nam 

12:30 – 13:30 LUNCH 

13:30 – 14:00 Country Updates (10 minutes each) – China (including Hong Kong), Malaysia and 

Republic of Korea 

14:00-14:15 Case study – Development of new and comprehensive road safety legislation in 

Laos 

14:15 – 15.00 Group Work – "Issues and challenges for developing and implementing 

comprehensive road safety legislation" 

15:00 – 15:15 Report back (1 rapporteur per group) 

15:15 – 15.30 The United Nations Decade of Action for Road Safety (2011-2020) –  

Dr Etienne Krug – Director, VIP/HQ 

15.30 – 15:45 BREAK 



 

15:45 – 16:15 Injury surveillance and data collection – Dr Duan Leilei, Temporary Adviser 

16:15 – 16:30 Care and treatment for the injured – Professor Rod McClure, Temporary Adviser 

16:30 – 16:45 National policies and strategies – Professor Joan Ozanne-Smith, Temporary 

Adviser 

16:45 – 17.30 Group Work – Strengths and weaknesses of injury surveillance and the use of data 

in regional countries 

17:30 – 17:45 Report back (1 rapporteur per group)  

18:00 – 20:00 Reception  

Day 3: 

Wednesday, 30 October 2013 -- Prevention, Control and Response to Injuries and Violence in the 

Western Pacific Region 

08:30 – 09:00 Overview of violence against women and children in the Western 

Pacific Region – Dr Alex Butchart – Coordinator, VIP/HQ 

09:00 – 09:30 Effective interventions for preventing child maltreatment – 

Dr Bernadette Madrid, Temporary Adviser 

09:30 - 10:00 Effective interventions for preventing violence against women – 

Dr Alex Butchart – Coordinator, VIP/HQ 

10:00 – 10:30 Country Updates (10 minutes each) – Cambodia, Brunei Darussalam, Philippines 

10:30 – 10:45  BREAK 

10:45 – 11:00 Case study – Prevention of violence against women in Mongolia 

11:00 – 11:30 Responding to intimate partner and sexual violence – The role of the health sector 

– Dr Avni Amin – Technical Officer, RHR/HQ 

11:30 – 12:15 Group Work – "Opportunities and Challenges for prevention of violence in 

regional countries" 

12:15 – 12:30 Report back (1 rapporteur per group)  

12:30 – 13:30 LUNCH 

13:30 – 14:30 Group Work – "Situational Assessment for Violence and Injury Prevention in the 

Western Pacific Region" – Mr Jonathon Passmore – Technical Officer, 

VIP/WPRO 

14:30 – 15:00 Overview of unintentional injuries in children in the Western Pacific Region – 

Professor Joan Ozanne-Smith, Temporary Adviser 

15:00 – 15:30 Country Updates (10 minutes each) – Cambodia, Mongolia, Viet Nam 

15:30 – 15:45 BREAK 



 

15:45 – 16:00 Case study:  Drowning prevention in the Philippines 

16:00 – 16:30 Effective interventions for preventing child injuries in low- and middle-income 

countries – Professor Joan Ozanne-Smith, Temporary Adviser 

16:30 – 17:00 Group Work – Haddon's matrix for problem identification and prevention of 

unintentional child injuries 

17:00 – 17:15 Report back (1 rapporteur per group) 

Day 4: 

Thursday, 31 October 2013 -- Prevention, Control and Response to Injuries and Violence in the 

Western Pacific Region 

08:30 – 09:00 Overview and key perspectives – Professor Joan Ozanne-Smith, Professor Rod 

McClure, Dr Bernadette Madrid and Dr Duan Leilei, Temporary Advisers 

09:00 – 10:00 Open forum 

10:00 – 10:15 "Agenda for Action" Background and introduction – Mr Jonathon Passmore – 

Technical Officer, VIP/WPRO 

10:15 – 10:30  BREAK 

10:30 – 12:30 Break out groups and facilitated discussion 

Group 1 – Road Safety 

Facilitator:  Professor Rod McClure, Temporary Adviser 

• Group 2 – Violence  

Facilitator:  Dr Alex Butchart – Coordinator, VIP/HQ 

• Group 3 – Child injuries 

Facilitator:  Professor Joan Ozanne-Smith, Temporary Adviser 

• Group 4 – Cross-cutting issues 

Facilitator:  Dr Duan Lei Lei, Temporary Adviser 

12:30 – 13:30  LUNCH 

13:30 – 15:30 Report back from groups and consolidation of discussion 

All groups 

15:30 – 15:45 BREAK 

15:45 – 16:30 Conclusions 

16:30 – 16:45 Next steps – Mr Jonathon Passmore – Technical Officer, VIP/WPRO 

16:45 – 17:00 Closing remarks – Dr Susan Mercado, Director, DHP/WPRO 

 



ANNEX 3 
 

 

ADDRESS BY DR SHIN YOUNG-SOO 
WHO REGIONAL DIRECTOR FOR THE WESTERN PACIFIC 

AT THE OPENING OF THE TECHNICAL CONSULTATION ON PREVENTION, 
CONTROL AND RESPONSE TO VIOLENCE AND INJURIES IN THE WESTERN 

PACIFIC REGION 

 
29–31 October 2013 — Manila, Philippines 

 

DISTINGUISHED FRIENDS AND COLLEAGUES; 
LADIES AND GENTLEMEN: 

 
Violence and unintentional injuries kill someone every 30 seconds in the Western Pacific 

Region.   

That translates into 1.2 million deaths per year. 

Whether from road traffic or self-inflicted injuries, falls, drowning, poisoning or interpersonal 

violence, the magnitude of this issue is staggering. 

Violence and unintentional injuries represent nearly 25% of the global injury burden.   

Road traffic injuries kill more than 900 people a day in the Region, making them the leading 

cause of injury death. 

Overall, road traffic injuries are the leading cause of death for people between the ages of 15 

and 44 — who tend to be more economically active. 

As we look at ageing issues, we see that fatal falls kill more than 380 people each day in the 

Region.  About two out of three of those killed are older than 60 years of age. 

Among children between the ages of five and 14, drowning is the leading cause of death, with 

33 000 such cases each year. 

Every year in the Region, more than 11 000 women and children are murdered, while more 

than 16 million women suffer violence at the hands a partner.   



 

 

These numbers show the urgent need for health and justice systems that can effectively respond 

to the physical, sexual and mental trauma resulting from this abuse. 

In overall terms, more than 90% of fatal injuries and violence occur in low- and middle-income 

countries.   

In places where they can least afford it, the already high burden of injuries and violence is 

predicted to increase, unless sustained preventive action and coordinated responses are undertaken. 

Perhaps more crucial to the overall burden of injuries are the many nonfatal outcomes that 

leave people with disabilities.  For example, road traffic crashes are estimated to result in more than 

50 million nonfatal injuries each year in the world. 

Despite this alarming data, policies and actions around the world do not match the scope of the 

problem.  

Policy-makers may believe that prevention of injuries is too difficult and that injury deaths are 

an inevitable consequence of economic development.  This attitude would explain why the majority 

of those affected are poor, vulnerable and marginalized. 

As a Region, we can do more….  We must do more.   

In 2012 at the sixty-third session of the WHO Regional Committee for the Western Pacific, 

Member States resolved for the first time that further action is required to prevent and respond to 

violence and injuries.   

Major barriers exist to scaling up prevention, control and response to injuries and violence in 

many countries in our Region.  We must strengthen political commitment and investment for 

evidence-based national policies and programmes — even though major donor support is scarce.  

Research clearly demonstrates that violence and injuries can be prevented.  The health sector 

must play a crucial role in contributing to, supporting and — in some cases —leading multisectoral 

responses to violence and injuries. 



 

 

WHO continues to recommend a public health approach to violence and injury prevention.  

Creating epidemiological profiles, identifying risk factors and determining the impact of 

interventions all begin with quality data systems that efficiently capture injury events. 

This consultation is the first step in a larger, longer-term regional engagement for the 

prevention of violence and injuries.  Your participation in discussions and deliberations over the 

next three days will guide WHO's strategic engagement with each of your countries and agencies. 

Violence and injuries are preventable.  They need NOT be the enormous public health problem 

they are at present.   

Together, let us work towards solutions across sectors to achieve safer, healthier and happier 

communities across the Region. 

Thank you. 

  



 

 

 



ANNEX 4 
 

 

Feedback from Group discussions on priorities for violence and injury prevention in  

2014-2015 

 

Questions Road Safety 

What are the major prevalent behavioural 
and environmental risk factors 

• Speed,  
• Alcohol 
• seatbelts,  
• helmets 
• child restraints 
• Distraction/fatigue 
• Poor road design 
• Poor road quality 
• Lack of effective intersectoral partnerships 

Who are the priority target groups for 
intervention 

• Youth (15-25 years) 
• Drivers and Passengers 
• Riders and passengers 
• Parents 

What are the priority actions for your 
country to move forward on within the next 
2-5 years? 

• Social marketing 
• Education  
• Legislation/enforcement  
• Technology 

How will that action be supported and 
implemented? 

• National Strategies and annual action plans 

What technical support is anticipated to be 
required/requested/desired from WHO? 

• Social marketing 
• Capacity building (crash investigation, Training of 

Trainers  
• Ongoing use for the global report in road safety 
• Training and guidelines for first responder first aid 

knowledge 

Considering the current range of 
publications on violence and injury 
prevention, published by WHO, are there 
any areas where you think new WHO 
technical or normative guidance is 
required? 

• Better utilizing the collected data to support the 
road safety strategies/plan/intervention 

• Social marketing guideline/best practice for road 
safety 

• Specific guidelines on distracting driving 

 

  



 

 

Questions Violence against women 

What are the major 
prevalent behavioural and 
environmental risk factors 

• Brain injury(males) 
• History of child sexual abuse (females) 
• men with less power than women in family 
• heavy drinking peer and community groups 
• poor community support and low social capital 
• low education in women 
• male role expectations 

Who are the priority target 
groups for intervention 

• Children who have been sexually abused 
• Men and boys 
• heavy drinkers (male) 
• Women and girls 

What are the priority 
actions for your country to 
move forward on within the 
next 2-5 years? 

• Road traffic injury prevention, improve pre- and post- natal care, 
shaking baby programmes 

• mental health services and protection 
• education and employment 
• Availability and harmful use of alcohol 
• recreation centers, women's club and hot lines 
• education and life skills 

How will that action be 
supported and 
implemented? 

• women and child protection units 
• schools and employers 
• local government, community groups and NGOs 
• local government, community groups and NGOs 
• schools 

 

  



 

 

Questions Child maltreatment 

What are the major 
prevalent behavioural and 
environmental risk factors 

• Mental health problems (ADHD conduct disorder and depression) 
• poor parenting + single parents and vulnerable parents 
• Poor school environment 
• Government actively promotes production and sale of alcohol 

Who are the priority target 
groups for intervention 

• Children with behavior problems  
• Mothers with new babies 
• Teenage mothers 
• Teenager with substance abuse 
• very poor parents with children below 4 years 
• young families 
• Victims+ perpetrators of bullying 
• Policy makers 
• Alcohol producers 
• Health sector 

What are the priority 
actions for your country to 
move forward on within the 
next 2-5 years? 

• Mental health services 
• Parenting support 
• Home visiting by nurses 
• Whole of school / safe school programmes 
• Cost-benefit arguments 

How will that action be 
supported and 
implemented? 

• Schools, clinics, hospitals and community centers 
• Conditional cash transfer 
• Primary health care 
• Ministry of Education and school management 
• Parliament, lobby groups 

 

  



 

 

Questions Child injury(Burns) 

What are the major 
prevalent behavioural and 
environmental risk factors 

� Lack of supervision 
� Cooking facilities are separated / protected 
� Home design 
� Electrical safety 
� Too hot / too cold water 
� Lack of awareness 
� Use of baby walker 

Who are the priority target 
groups for intervention 

•  Parents / caregiver 
• Kindergarten child care 
• Housing department / building construction 
• Electrical department / companies 
• Products safety department 

What are the priority 
actions for your country to 
move forward on within the 
next 2-5 years? 

•  Separating cooking facilities 
• Childcare 
• New design for heating 
• Advocacy for electric cord safety 
• Raising awareness for parents / care givers 
• Fire extinguishing devices 

How will that action be 
supported and 
implemented? 

•  Safety house model policy / guidelines / legislation 
• To set up community creche 
• Role of fire fighters in educating people 

  



 

 

Questions Child Injury (drowning) 

What are the major prevalent 
behavioural and environmental 
risk factors 

� Exposure to water 
� Cannot swim 
� Lack of awareness / supervision 
� Lack of barriers (fences, cover) 
� Poor infrastructure (bridge) 
� Lack of safety floating device 
� Flooding 
� Collected water (ditch, hole) 
� Water containers 
� Bath tubs, swimming pool 

Who are the priority target 
groups for intervention 

• Parents 
• School teachers 
• Village leaders 
• Education sector 
• Local authorities 
• Media 
• Rural department 
• Construction department 
• Transport department 
• Rescue department 
• Disaster management 

What are the priority actions for 
your country to move forward 
on within the next 2-5 years? 

• Public awareness on water safety 
• “How to (survival) swim” teaching programme 
• Safe places to swim (School curriculum) 
• Child care 
• Barriers / fencing 
• Floatation devices 

How will that action be 
supported and implemented? 

• Set up community creche 
• Education curriculum (hoe to swim) 
• Construction / local government (infrastructure, bridge, 

fences, barriers , etc) 
• Legislation for floatation devices 
• Government subsidy for floatation devices 

 

 

  



 

 

 



 

 

Group 4 : Cross Cutting Issues 

 Themes and  
Specific Objectives 

Action Key Players Targets 

Infrastructure 
for injury 
prevention 

Priority injuries identified by all 
regional countries 

Prepare country reports, including 
detailed injury and violence data in 
all settings. 

Ministry of Health, other ministries Priority injuries identified by all 
regional countries by 2015 

Highest level of government support 
for national injury and violence 
prevention action plan agreed upon. 
 
Coordination of action mechanisms 
for injury and violence prevention 
within health and between sectors, 
including NGOs and donor 

Documentation on size and nature of 
problems and clear directions for 
inter-sectoral interventions provided 
to government. Appoint a high-level 
inter-sectoral committee. 

Ministry of Health, other ministries, 
United Nations’ agencies, NGOs 

An increased number of countries 
with documented strong commitment 
to injury and violence prevention at 
the highest levels of government with 
an inter-sectoral committee actively 
implementing a national strategy. 

National goals and targets set for 
injury and violence prevention 

Prepare an inter-sectoral national 
report and action plan on injury and 
violence prevention. 

Ministry of Health, other ministries, 
United Nations’ agencies, NGOs 

National action plans, developed and 
implemented by an increased number 
of regional countries by 2015 

Provincial (sub-level) goals, targets 
and action plans set for injury and 
violence prevention, where applicable 

Prepare an inter-sectoral province 
report and action plan on injury and 
violence prevention. 

Ministry of Health, other ministries, 
NGOs 

Development and implementation of 
provincial or state-level action plans 
where applicable. 

Legislation National laws for injury and violence 
prevention implemented, where gaps 
exist 

Introduce and publicize legislation. Police, regulators, standards’ 
authorities 

Evidence of effective new laws and 
enforcement. 

Increased allocation of funds for 
injury prevention in budgets of 
Ministry of Health and other agencies 

Implement enforcement. Ministries of Health, National 
Government, United Nations’ 
agencies, regional aid agencies 

Increase in Ministry of Health and 
donor budget allocations for injury 
prevention regionally by 2015 

Implementation of policies for safe 
design of environments and products 

Prepare report for government on the 
cost of injury and potential benefits 
of investment in prevention. 

Ministries of Health, other 
ministries 

Policies implemented and enforced 

  



 

 

Data  
Reliable national (and provincial) 
injury death statistics available, 
(including those on homicide, suicide, 
unintentional and intentional injury, 
and undetermined causes) 

Injury Surveillance System 

•  

• Hospital and community-based, 

• Data sharing 

• Commitment statement  

• Customised 

• ICECI  
 

Surveys 

• Specific type-based 

• Active surveillance 

• Population-based 
 

• Heath 

• Police 

• Transport 

• Labour 

• Education 

• Women and Children 

• Tourism 

• Social Welfare 

• Justice 

• Product safety 

• Homeland/interior 

• Insurance 

• Media 

• Civil society/Ngo 

• Forensic 

• Statistics/Planning 

• Professional societies 

• Each country shall have an 
updated report on VIP 

• Same definition of 
injuries/indicators and format 

Reliable national (and provincial) 
hospital admission injury statistics 
available 

Ensure that International Clas-
sification of Diseases (ICD) codes are 
applied for diagnoses and external 
causes, including intent, place and 
activity for all hospital admitted 
injuries. 

Ministry of Health, hospitals, 
schools of public health 

Reliable, timely injury hospital 
admission statistics reported to WHO 
by an ICD 9 or 10 diagnosis and 
external cause codes. Hospital 
admissions data generally available 
and widely disseminated within 
countries. 

Country-level household survey for 
injury and violence 

Undertake a country survey (or 
province level surveys) to verify 
death and injury statistics, exposure, 
and risk and protective factors; to 
provide information on violence-
related health risk behaviours and 
current health status; and to provide 
information on exposure to hazards 
and protective factors. 

Ministry of Health, United Nations 
agencies, WHO Collaborating 
Centres, NGOs, academic 
institutions 

Results available locally and 
internationally for an increased 
number of countries. Results reported 
in the scientific literature, by 
countries undertaking surveys. 

  



 

 

Capacity Build capacity for injury and violence 
prevention and evaluation, including 
intervention, leadership, coordination, 
administration and research. 

• Possible inclusion in the 
graduate and post-graduate 
studies/universities 

• Modular training for VIP 

• Training the trainers 

• E-training 

• Country-specific training 
materials 

• Ensure stability of workforce 
team 

• Increase number of personnel 
 

 

 • At least one full-time focal 
person designated for violence 
and injury prevention in the 
Ministry of Health at national 
and province levels in a greater 
proportion of regional countries. 

• An increase in the number of 
designated injury and violence 
prevention personnel with 20 
hours or more of relevant 
training. 

• An increase in the proportion of 
medical schools teaching 
violence and injury prevention in 
their undergraduate curricula.  

• An increase in the percentage of 
public health schools teaching 
injury and violence prevention. 

• An increase in the number of 
PhD students with violence and 
injury prevention topics. 

• A functional and effective formal 
regional violence and injury 
prevention mentoring 
programme established 

• Push for the accreditation of VIP 
courses 

Advocacy • Make use of available or existing 
VIP-related campaigns 

• Encourage observance of specific 
time for advocacy on VIP 

• Country-specific adaptation of 
WHO IEC materials 

• Billboards 

• Social marketing campaigns 

 • Advocacy and campaign 
materials to be prepared  

• World Health Day on injury 

 

  



 

 

Research Conduct research on causes, risk 
factors, consequences and prevention 
of injury and violence, monitoring and 
evaluation. 

Identify research gaps, set a research 
agenda and allocate research funding. 
 
Implement research programme. 
 
Establish data management systems 
to monitor injury and violence trends. 
 
Identify specific indicators for 
different injury mechanisms (e.g. 
motorcyclist head injuries). 
 
Evaluate interventions in terms of 
implementation and outcomes. 
 
Academe involvement 
 
Identify the lead academic group and 
key player for each subtype of injury 

Ministry of Health, other ministries, 
academic institutions 

Research agenda set for regional is-
sues and an increase in the number of 
countries with an injury and violence 
research agenda. 
 
Sources of research funds identified. 
 
Trends established for national deaths 
and hospital admissions due to injury 
and violence in a greater percentage 
of countries. 
 
An increase in the regional 
dissemination of results of research 
and interventions 

Pre hospital 
trauma care 

 • Establishment or enhancement of 
trauma care system 

• Guidelines on public first aid for 
community responses 

• Upgrade of hospital and health 
facilities 

• Provide services, including 
medical, psychological, social 
and legal 
 

• Health 

• Police 

• Transport 

• Labour 

• Education 

• Women and Children 

• Tourism 

• Social Welfare 

• Justice 

• Product safety 

• Homeland/interior 

• Insurance 

• Media 

• Civil society/NGO 

• Forensic 

• Statistics/Planning 

• Professional societies 

• Adopt the 2008-2013 targets 

• Establish and enhance social, 
psychological and legal 
assistance 

• Evaluate or revise the specific 
indicators 

• Improve the figures 



 

 

  Build capacity and a triage system. 
 
Reduce time to care and ensure 
efficient transportation system for 
response to emergencies. 
 
Conduct training for all levels of 
staff. 

Ministry of Health, police and 
emergency responders, hospitals 

Emergency triage piloted and imple-
mented. 

Multisectoral 
collaboration  

 • Commitment statement or pledge 
of support 

• Identify the lead party of each 
kind of injury 

• Set up working groups 

• Formulate national strategies and 
action plans specific for each 
priority area 

 

• Health 

• Police 

• Transport 

• Labour 

• Education 

• Women and Children 

• Tourism 

• Social Welfare 

• Justice 

• Product safety 

• Homeland/interior 

• Insurance 

• Media 

• Civil society/NGO 

• Forensic 

• Statistics/Planning 

• Professional societies 

Strategies and action plans specific 
for each priority area 
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